The Enroliment Form

BESTﬂBX' NOVEMBER 30, 2011 is the enroliment deadiine. Submit completed
E;! form to the Grant County Personnel Department no later than 4:30
il p.m. Late forms will be declined. Contact the Personnel Dept. with any

Employee Benefits Corporation questions. (608)723-2540
4 General Information
lGrant County [ } |
Organization Name Division 7
Participant Information Please print. E § i E } I§ E é E § f

Pariicipant Social Security or [dentication Number

Ll L]

Last Mame Suffix First Nama
5 : H i i f
Owoe 4 Lt b L L
Gender Date of Bith (mm~dd—yyyy)‘_._ - Date of Hire {mm-dd-yyyy) o )
N e L NERRERERR
Mailing Address Apt. No. City Stata Zip Coda
. R — . —
HEEEERN RN - ' ' R
Home Phone 123-456-7890 E-mail Address (wedo not share your e-mail address)
Plan Bates (rofer o “My Company Plan” Figivfty sectior) .~ | 011 }-- | 0| 6] -[2/0]1]2] [2]4]
¢ Fifesfive Start Date (mm-dd-yyvy) Nurmier of Pay Periods
2l Plan Benefits: | elect to have Elections below deducted from my pay tax-free and placed into the following accounts
Employes Election Employee Eiection Employer Contributions (if any)
__________ , ] per Pay Piermd i . Plan Year Total ‘ Plan Year Total
on s ceans, S LLL11 SLLLLLLLJ $le[o]o[o[oo[o]o]
e Sl L] _|..,:.l $ {_l __l [ [ T 1 $[ofofoJoJofoJo[o]
oy Pald Azl Fees——— § M_l,;g__i..9_.L&Lﬁ.,l..ﬂ._i.g.l $ [ofofolofofo] § [ofofofo]o]0]0]
Total Blection Amount $l :E EEEER ${l HEEEE $|°i°|°|0_|°lﬂ|°|°l

&3 Direct Deposit {optional; if you have not done so, complete banking information below to participate - authorization is in effect from plan year to the next)

i || L LT

i:i_ﬂancial Institution City _ State Zip Code
O Osonss | LTI [T
Aceount Number Rauting Number {exactly 9-digits)

Authorization

C} [ enrall in the BESTHlex Plan C% | do not wish to enroll in the BESTilex Plan

I agree this election canno! be revoked or changed during the plan year, unless 2 quali[¥ing gvant occurs Lo justily the revoealion: or change as authorized by the IRC and Regulations. | undzrstand my Social
Security benefits may be afiected by my pariicipation in this Plan and that any money {allocate fo these accaunts and do not spand by the end of the plan year (or grace period, if elected by the plan sponsor)
cannot be returned to me (HSA conlribulions are exempt fram this rule). Your annual election will be rounded down if it is not evenI%/]divisihle by the number of paychecks. If a debit card has Been provided to me,
| cartify 1 will only use ihe Card for payment of eligible expenses under the Plan and any axpensa paid with the Card will not be reimbursed nor will | seek reimbursement under anather Plan. | agree lo provide
substanliation that any expense is eligible for refmbursement under the Plan, and o reimburse the Plan in cases where § have been reimbursed in error far an expensa ineligible under the Plan. f also undarstand
Employes Benefits Gorporation may need "protected heaith information” regarding coverage or banefits to ma or my dependents under the Plan. By signing this Enrallment Form, [ acknowledge that Employee
Benefits Corporation will obtain “protectsd health information” for purposes of Ihe Plan ard only for as long as Employee Bengfits Corporation is groviding servicas regarding the Plan. Any infermation disclosed
pursuand o this Enreltment Form will not be subject to redisclosure by the recipient, except for purposes of the Plan, [ understand that my enrclIment can be denied if [ do not sign this form.

H Diveck Deposit is elecled for reimbursement, | authorize Employes Benefits Corporation to send reimbursements (and appropriale adjusting entries) elegtrenically er by any other commercially accepted
method io my designated account at the financial instilutien named above. | agres not fo hold Employee Benefits Gorporation respansible for any delay or foss of funds due to incorrect or Incomplete information
supplied by me or my financial inslitution or due fo an error ¢n he part of my tinancial institution in depositing funds to my account. 1 is my responsibility to nofify Employee Benefits Corparation immediately of
any changes in my financial insitulion {Le., changs of account number or closure of account). This authorization wilf rermain in afiect aniil Employee Benefits Corporation has received written nofification fom me
of its termination in such fime and in such manner as ke provide Employes Benefits Corporatior a reasenable apporiunity to act an it.

¥ T i
§
HEEERENEN

|
Signature Date {mm-cd-yyyy)

© 2011 Employes Benelits Comoratian BU0-4 07141



The

ENTHlex

Plan

This document definesthe BESTflex Plan options by
your company and helps you complete your
BESTflex Plan Enrallment Farm.

My Company

Plan

Appendix to the BESTflex Plan
Summary Plan Description and
Program Summaty

My Plan

Plan Name: County of Grant Flexible Compensation Plan - G14

Type of Plan: The BESTHlexE™ Plan

My Plan Dates

Pian Effective Date: January 1

Plan Year: January 1 - Deceamber 31

Eligibility

Coverage Type Eligibility

Dependent Care FSA 20 hours per week for empioyees hired on and before June 30, 2005, 24 hours per
week for employees hired afier June 30, 2005. Empioyees that begin employment on
or before the 5th of the menth are effective the 1st of the following month. Employees
that begin employment after the 5th of the month are effective the 1st of the monih
following 30 days from their date of hire.

Health Care FSA 20 hours per week for employees hired on and befere June 30, 2005. 24 hours per

My BESTflex Plan Benefits

week for smployeses hired after June 30, 2005. Employees that begin employment on
or before the 5th of the month are effective the 1st of the following month. Employses
that begin employment after the Sth of the month are effective the 1st of the month
following 30 days from their date of hire.

Group Insurance Premiums

Group Insurance Premiums are automatically withheld from your paycheck for each pay peariod before taxes for:

Benefit Renswal Date
Cancer Insurance January 1
Dental Insurance January 1
Medical Insurance January 1

My BESTflex Plan Accounts

Dependent Care FSA

You use the Dependent Care FSA for daycare expenses that are incurred for the care of your child{ren) ar other eligible dependeants.

Minimum Pfan Year Contribution:
Maximum Plan Year Contribution:

None for this plan year
$5,000.00

The Dependent Care FSA limits spending to a $5,000 maximum for married and head-of-household filers or $2500 for those who are
married and filing  separately. If you are married and your spouse is either a fuil-time student or is physically or mentaily incapable of
caring for him or herself, the reimbursement limit is: $250 in any one month if you have only one dependent or $500 in any one month if

you have more than one dependent.

Health Care FSA

You use the Health Care FSA for out-of-pocket, unreimbursed medical, vision, and dental expenses incurred by you, your spouse, or your

eligible dependent(s).

Minimum Plan Year Contribufion:
Maximum Plan Year Contribution:

None for this plan year
None for this plan year

Employee

Benefits

Corporation

Web Address: U.5. Mail: Phone; Fax:
wany.ebctlex.com Employee Senefits Monday-Friday, 8:00- 5:00 608 831 4780
Corporation CsT
PO Box 44347 608 831 8445
Madison, W1 53744-4347 800 3462126



This document defines the BESTflexPlan aptions by
your company and helps you complete your
BESTflex Plan Enroliment Form.

The My Company

BESTlex Plan
Plan

Appendix to the BESTflex Plan
Summary Plan Description and
Program Summary

My BESTflex Plan Options

Administration Fees
Administrative fees are paid by your employer.

Cash in Lieu of Health Coverage
Employer pays no cash to employees who decline coverage.

Employer Coniributions
Employer makes no contribution for this plan year.

Additional Important Information About Your BESTflex Plan
Claim Reimbursement Process

To receive reimbursement for eligible expenses, you must submita paper BESTflex Plan Reimbursement Form directly to
Employee Benefits Corporation. Forms are available for download from our website at www.ebcflex.com, where you can also
monitor your account activity. You can also get account information by calling the Participant Services Department at 800 346
2126.

You may submit claims for eligible expenses incurred during the plan year until March 31.

Grace Period
Grace Period is not available for this ptan year.

My Company Information

Contact Person: Human Resources Representative
Employer Name: County of Grant
Address: 111 8. Jefferson
lancaster, W1 53813
Telephone: {608)723-1233- 2540
Federai ID Number: 39-6005698

ERISA Status:

Legal Plan Name:

The Plan is not governed by ERISA.

County of Grant Flexible Compensation Plan

Plan Number:

Agent of Process:

Collectively Bargained: No

Legal Information

Your company, County of Grant, has adopted the BESTflex Plan (the Plan) and has engaged Employee Benefits
Corporation, P.O. Box 44347, Madison, WI, 53744 (telsphone: 608 831 8445; toll free: 800 346 2126), to provide
services related to the Plan. For purposes of federal law, the Employer is the Plan Sponsor and the Plan
Administrator.

Printed on: 10/10/2011

Web Address: LS. Mail:
b
E“ll'h“ee www.ebcflex . com Employse Benefits
. v Corporation
PO Box 44347

Benefits

Corporation

Madisan, Wl 537444347

Phone: Fax:
Monday-Friday, 8:00- 5:00 508 8314790
CST

608 831 8445
800 346 2126
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Enroll in the BESTflex™ Plan

and you'll pay less for eligible
health care and daycare expenses.

e

§TfleX‘“ "

i

It doesu’ matler il you're young or old,
healthy or sick, single or married, with or
without kids, or if you set aside $50 or §500.
The BESTflex Plan can help you save money
and help keep you feeling like yourself.

A preseription for savings
Whether your
prescription medicine
helps calm your
allergies after
snuggling with
your caf, supress
hearthurn after your
favorite meal, hreathe through
your asthma — or something else entirely -
the BESTflex Plan lets you pay less for it.
The plan saves you approximately
30 percent® in taxes on your eligible
preseriplions and preseription co-payments,
meaning a $20 prescription expense
amounis to about $14.

#These tax les are hroad approxi

Smile!

When you
goout to
socialize with
your friends
and meet new
people, you
trust in your bright smile to lend yourself
confidence. It’s no surprise, then, that you
like to keep your smile in tip-top shape,
despite how expensive it can be.

The BEST{lex Plan helps you save
approximately 30 percent™ on your dental
expenses, and keep your smile healthy and
hright. A dental exam and eleaning might
cost you 8100 — or more, depending on your
provider. Using funds in the BESTflex Plan,
you essentially pay around $70.

That’s 2 savings that’s likely to hring a
smile to your face.

The BESTflex Plan is an easy way for you
1o set aside a portion of your earnings, and
use it to pay for insurance, health care and
(daycare expenses. The money you set aside
in the BESTflex Plan is free from payroll
taxes, so you save approximately 30 percent®
in taxes for each dollar you contribute.

Direct those savings toward
your eligible BESTflex Plan

O
A

Hi-ho, hi-ho

Week in and week out, your workdays are
punctuated by dropping off and picking up
your child, It’s something you have to do
to be ahle to keep going to work, hut you
know how the
hundreds of
dollars you
spend on
daycare each
month can
pinch vour finances.

The BESTflex Plan dulls the pinch. By
saving you around 30 percent® on your
daycare expenses, 4 week of care at $150 is,
in essence, nearer to $105.

No matter who you are, and no
malter what your situation, the BESTflex Plan
saves you money on your health and
dependent care expenses.

of tax liability. You should consult 2 tax advisor for help with your own situation. Current 1RS tax laws eontrol all BESTflex Plon matiers,



Save Money With The BESTflex™ Plan 2

The BEST1lex Plan

makes il eas

y lo save money

because it's easy to use.

How the BESTflex Plan Works

When you enroll in the BESTflex Plan,
you set aside the portion of your pay you'll
spend annually on eligible health and
dependent care expenses. Throughout the
year, these elections are deducted bit by bit
from your paychecks and placed in flexible
spending accounts (F5As). The usual
payroll taxes do not apply to your BESTflex

Why pay more than you have to?

The BESTflex Plan makes it easy for you to set aside a portion of your earnings and use
it to pay for certain insurance, medical and dependent care expenses. Because dollars
you place in the BESTflex Plan are exempt from Federal, State and FICA taxes, you'll
save approximately 30 percent* in taxes for each
dollar you contribute.

Direct those tax savings toward your eligible
BESTilex Plan expenses and a $20 prescription

Plan contributions, saving you from paying
approximately 30 percent* in taxes on each
dollar you contribute to the BESTflex Plan. premium could cost you §21.
Just a Fraction of the Eligible Expenses
These savings ean be applied to a vaviety of expenses. Prescription medicines, dental

expenses, vision expenses — including contact lens solution, contact lenses and preseription
eyeglasses — day care expenses, co-payments and health plan insurance premiums are just a
few of the common expenses on which the BESTflex Plan helps you save money.

Enrollment in the BESTilex Plan

We help you set aside the right amount of money for eligible health care and dependent
care expenses. Referencing your Eligible Expenses List and using the worksheets we've
created, you'll axrive at a solid estimate of how much money you should contribuie to the
plan and help alleviate concerns about forfeiting any contributions.

We’ve also created an interactive education program to help you through the process of
envolling in the BESTflex Plan. Using our wehsite, you can follow a worker named Jane as
she learns about the BESTflex Plan — from what the plan is and how it saves participants
money, to making a smart yearly election and enrolling in the plan. Then, you can apply
her expexience to your enrollment to become an informed participant.

Reimbursgment from the BESTTlex Plan

To get back the pre-tax money that’s deducted from your pay and deposited in your FSA(s)g:

simply submit a Claim Form, along with documentation, such as an itemized receipt, for
the eligible expense. We quickly process your ferm and mail you a reimbursement check or
deposit the payment into your bank account.

Participant Support
If, at any time during your BESTHex Plan participation, you have questions or need

could cost $14. A week of daycare could cost $70
instead of $100 and your $30 health insurance

We've made estimating your tax savings and
figuring your eiection amounis simple.

Plan your expanses and BESTitex Plan election
amornts down to the penny then anter your wages
and taxes and see how much you'll save.

Both the BESTTlex Pian Tax Savings and Employee
Flection Workshests are avaitable on our web site at
www.ehellzx.com/pdiftaxCalcWrksht.pdf and
www.ebeflex.com/pdifempWrksht. pd.

Pt

P
i L
%ﬁ%‘f,‘,@mﬂ.‘u
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information regarding your account, you have oplions. You can call our in-house Participant 4 .,

Services team for one-on-one support, or you can access our eonvenieni Telephone Account
Assistant, which provides you with hasic account details using a touch-lone phone.

You can also download information regarding the BEST{lex Plan and your FSAs by
activating then logging m to My Account Assistant at www.ebeflex.com.

If you have questions today, you can call our Participant Services team at 800 346 2126.'

No matter who you are. No matter what your situation.

*These tax examples are hraad approximations of tax linkility, You should consult a tax advisor far help with your own sitaation. Cutrent 1HS tax laws roriral all BESTHes Plan matters.




Here’s the scoop

Employee Benefits Gorporation 3

1: Enter General and Personal Infarmation. Al of it,

Oon What lt takes tO emo]l 1n the including your company rame, Sacial Security Number, the
date you were hired and e-mail address, if you have one.
BESTﬂeX P]_an. E-mail is how we prefer to contact you. Onee you see how

easy it makes working with your plan, you'll prefer it toa.

2: Enter Plan Dates. Enter the date you start the plan (the
Eifective Start Dale} and the number of paychecks per year

Man bl Emgluyee Benahits Soigocation. PO Box 4347, Madiscn W1 53744-4347 fram which your elections are deducted {Number of Pay

Periods). Enrollment is for ona plan year, usuaily censisting

ol 12 calendar manths or less.

3: Enter BESTflex Plan Benefits. You use the mini-

4 Participant infanstation ey

The Entoliment Form
BESTHler & o
Phore suppeet: B0 34 2126, 608831 B445, M - F 8,00 - 500 Cerlrel
Employ P -l supp com
Genoral informeation
T "] !
1 — e . H
Company Nama Civson

e f \ workshest on the enrollment form: to enter your anawal
iz @ election. Choose the amount you'd like deducied from

el each paycheck (Fmpleyee Deduction per Pay Pericd) and

g}:’moF SEEE = M multiply that amoust by the Number of Pay Periods to
fert BT determing your Plan Year Total Do this for sach of the FSAs
! - ERE in which you wish to snroll and total the form.
?“‘mj?'m’“i T [ Ifyuureceive‘con}rihutiunsfrcrnyouremployer,addihe
EEEENEE - ﬁmmﬁ(mmmmmmm] @ Employar Conteibution Plan Year Total.
&8 Pian Dates {eli & My Comgany Par’ BigHilly sectionp J‘ : ! I | I : ) !
Fle i St Tt e ipypy)  Fumbeet Pap s 4: Somplete Direct Deposit Information. You have
e Benefils: | sied fokve Becli deduciedffom my pay Tax-free and placed o the following scounts the option of having your reimbursement check maifed to
. e you or deposited directly at your bank, credit union or other
SandaHeolh Cae FSA pr— $ P financial intitution. To authorize the direct deposit featurs of
rameﬂﬁﬂg@ mm § i :gzii?glzfl ];I‘llznenprgjlrff:nm ri:rrllancia! accourt information
. L. - L I Pl )
Ermployee Pid Adeministaive Fees § RS T TV
Tt lclion Amau $T_ﬁ_1_a ST 8 oy 5: Authotize Enroliment and Divect Daposit. First

£ Direst Deposit {optional: if you fave nel done so, lete hanking Inlorfnallon helow to participate — auibnmauan isin e‘lecl from plan ;mr
f

incicate whathar you want to participate in the BESTilex

Finangial Inslitulion
G cteng 2 Sovies

EaBate

Plan. Then sign and dafe the enraiiment form fo autharize
your annual election and, if chosen, direct deposit.

If you choosa to not enrell in the BESTilex Plan FSAs,

B E =z B : H .
I S S I N
Ruuting Membe: {pactly 0-gigis)

T — you must sign and date the enrol!ment form. Your eligible

Ctemotinmeeisiterian () domraishozarl inaBESTloxin 5 empioyar-provided insuranc premiums f‘”'" sfifl e
i s S S N deducted from your pay on a pre-lax basis.

e B i none r‘m""’“"’"‘_ AT mmwmmmemdumaﬁﬁ&“ﬂm“mﬂm i After youve checked your spalling and your arithmatic,
S it s A ety n zeluen the enrollment form to your amployer.

Lozpaneson sl chzin “potsoted

infiommetina™ Fer parpases of the Plan and andy for 23 lerg 2s B

iy b
Eﬁmﬁ&m’lsl‘-ﬁmmmﬁ'a{m 'fgmhnﬁl Tt madmmwagewmhsmnzaﬂ&wmmw iheP‘m E.‘;s@wglnﬁ hnllrrm Fem, Iazrmrm;nmﬁm{qw

mmiwmmmimmm\lmheummmmemtrurmpmmﬁhpspnsrsuf]e?m ks fns!zjsf‘ i be i il [ oy e s

Lot et e e e What Happens After | Enroll?

Fevdel L A S o b dy n 4 ryvcint sy rmgers i ol Enploes Boeis Gy B! Your employer lanslers the amounts you elecled on the

: i b e A e enroffment farm %o your Healéh and/or Cependent Care FSA.
RN EEER N Check your pay stub tg ensurs these amounts are correck.

Signeiee U e Once your plan year starts, visit our web site at
www.ebcfiex.com. You can activate your online account and
abtain your sectize PIN via e-mail. Log in and you'ti be taken
to My Account Assistant, wheze yourtl ses your accouni

SR Emyay: BEr s Gupoain R

information and be able to download uselul materials fo
help you maka the most of your plan.

{Sample Enroftment Farm shovir; your form may differ siightfy)

One more scoop:

Review My Company Plan.

My Company Plan, the appendix to
your Summary Plan Description (SPD),
describes the specific details and {eatures
of your company’s BESTflex Plan. Use the
information in My Company Plan to aid in
completing your envollment.

My Gampany Plan contains:

A

oMM o w

BESTllex Plan Dates, including the date your employer started its BESTFex Plan (Originat Plan Date) and the start and
end dates of your employer's current BESTHex Plan {My Company's Plan Year)

Eligibility definitions

Group Insurance Premiums, the lypes of premiums deducted from your paycheck on & pre-tax basis

The Health Care and Dependent Care FSA conlribution fimits, the maximum amount you can cordribizte fo each account
Plan Amendments, if any

Company lnformation regarding who o contact within your Company

Legal Informalion defining the relationship between your employer and Employes Benefits Gorporation

Additional appendices may he provided to explain special features of your BESTllex Plan,



Employee

Denefits
Corporation

P.0. Box 44347
Madison, W1 53744-4347

Save With The BESTiiex® Plan 4

Once you enroll in the
BESTflex Plan, our web site
makes it easy to view your claims
and retmbursements.

www.ehcflex.com: My Account Assistant is there when you need it.

As a BESTflex Plan participant, iU's important to monitor the status of the claims you've
submitted, stay aware of your FSA balances, he mindful of the deadlines for submitting
claims, and have a place to find the latest BESTflex Plan forms and materials. With
My Account Assislant, your online account management poutal, it’s casy o aceess this
important mformation.

Using My Aceount Assistant, you can;

* Review account halance(s)

¢ Review when a claim was processed and when the reimbursement was mailed or
direct deposited

* Download BESTflex Plan forms and information regarding the operation of your plan

¢ Update personal information

* View a detailed account history

In order for you to view your account, you activate it by entering a valid e-mail address
and receiving a Personal Identification Number {PIN). You can then log-in and view your
account using your Social Security Number and your PIN,

8037-2 0%/11 . .
O 2011 Eploye Heneits Corpuation No matter who you are. No matier what your situation,



With so many eligible expenses to meet
your health care needs F]:ou’re sure to

pay less with the BESTflex” Plan.

Eligible Heaith Care FSA Expense Examples:

Dental Services

Preseribed Vitamins®

Breast Pumps and Lactation Supplies

Crowns/Bridges Prescription Drugs* Contact Lens Solution and Cleaners
Dental X-Rays Other Medical Treatmemts/Procedures  Conhraceplives
Dentures Acupuncture Counseling (except for Marriage and Family)

Exams{Teeth Cleanings
Extractions

Aleoholism (inpatieni freatment)
Chiropractor Services

Crutches
Guide Dog (for visually/hearing

Fillings Drug Addiction (inpatient treatment) impaired person)

Gum Treatments Hearing Exams Hearing Aids & Batteries

Oral Surgery Hospital Services Hospital Bed

Orthodontia/Braces Infertility Insulin Supplies

Insurance-Related Hems In-vitro Fertilization Leaning Disability (special schoolfleacher)
Copays Norplant Insertion or Removal Lead Paint Removal {if not capital expense
Coinsurance Patterning Fxercises and incurred for a child poisoned)
Deductibles Physical Fxamination (not employment Mastectomy Bras

Lab Exams/Tesis related) Medic Alert Bracelet or Necklace

Blood Tests Physical Therapy Medical Miles, Tolls, and Parking
Cardiographs Speech Therapy Orthopedic Shoes

Diagnastic Fecs Sterilization Oxygen Equipment

Lahoratory Fees Vaccinations and Immunizations Pregnancy Tests

Spinal Fluid Tests Vasectomy and Vasectomy Reversals Prosthesis

UrinefStool Analyses Well Baby Care Rubbing Alcohol

X-Rays Other Medical Supplies and Services Splints/Casts

Medication Abdominal/Back Suppots Suntan Lotion/Sunscreen greater than SPF 14
Insulin Ambulance Services Syringes

Preseribed Birth Control

Aiches

*Kxcludes drugs imporied from Canada and other coumiries. Same medically yecessary ilems may be eovered by she Health Care FSA il prescribed hy a physician for a specific medical condi-
tion. The prescription should contain the specific medieal condilion and timelrame lor trealment.



Transportation Expenses (essential to

medical care)
Wheelchair
Wigs (hair loss due to disease)

Vision Expenses
Contact Lenses
Contact Lens Solution
Eye Examinations
Eyeglasses

Laser Eye Surgeries
Presciption Sunglasses
Radial Keratotomy/LASIK
Reading Glasses

This list is not meant to he all inclusive. Other expenses not listed may also qualify. Please refer to Section 213 of the Internal Revenue Code
or call our toll-free Participant Services line at 800 346 2126.

Examples of Expenses Eligible with Doctor’s Prescription
Important note aboul over-the-counter (OTC) drug reimbursement: Due to health care reform regulutions, the Health Care FSA only reimburses
OTC drug expenses if you have and provide & doctor’s prescription for them. Doctor’s prescriptions must include the patient name, medication name, dosage,
time frame for treaiment and any other state kuw requirements. Meke sure you plan your anmual election accordingly,

Allergy Medicines
Antihistamines

Analgesics

Antacids

Anti-Diarrhea Medications
Anti-ltch Medications
Anti-Nausea Medications
Aspirin

Athletes Foot Creams and Powders
Cold Sore Remedies
Cough Drops

Cough Syrups
Decongestants

Eye Drops

Fever Reducers

First Aid Cream (Bactine, special diaper
rash ointments, calamine lotion, hug bite
medication, wart remover treatments)

Digestive Tract Reliel Medications

Flu and Cold Medications

Hemorrhoidal Medications

Laxatives

Lice and Scabies Treatments

Menstrual Cycle Produets (medication
for pam and cramp relief)

Motion Sickness Pills

Muscle/Joint Pain Relievers

Nasal Sinus Sprays

Ineligible Health GCare FSA Expense Examples:

Baby-Sitting

Canceled Appointment Fees
Chapstick

Contact Lens Insurance
Cosmetics

Cosmetic Surgery/Procedures
Dance/Exereise/Fitness Programs
Diaper Service

Flectrolysis

Exercise Equipment
Eyeglass Insurance

Face Cream

Feminine Hygiene Products
Hair Loss Medieations

Hair Transplant

Health Club Dues

Illegal Operation or Treatments
Insurance Premiums

Long Term Care Premiums

Marriage or Family Counseling
Massage Therapy*

Maternity Clothes

Mattresses

Meals that are not part of inpatient care
Moisturizers

Nutritional Supplements

Personal Trainer

Preseription Drug Discount Programs

Nicotine Gum/Patches

Pain Relievers

Pedialyte

Pre-natal Vitamins

Retin A {non-cosmetic)

Sinus Medications

Sleeping Aids

Smoking Cessation Products

Sore Throat Sprays

Special Ointmenis{Burn Qintments
Thoat Lozenges

Vapor Rubs

Weight Loss Drugs (to treat specific disease)*
Yeast Infection Treatments

Prescription Drugs for Hair Loss

Provider Discounts

Rogaine

Shampoos/Soaps

Special Foods

Suntan Lotion/Sunsereen Jess than SPF 15
Supplements* (for general health)

Teeth Whitening/Bleaching

Toiletries

Toothbrushes (including battery operated)
Toothpaste

Vision Discount Program Premiums
Vitamins* (for general health)

Weight Loss Programs* (for general health)

#Exeludes drugs imported from Canada anid other countries. Some nedically necessary ilems may he covered hy the Health Core FSA if prescribed by u physiciun for a specifie medieal eondition.
The prescription should contain the specific medical condition and timeframe for trealinent.

Emiployee

Beneﬁts

Corporation

Web Adrress: 1.8, Maik

wwnwehcllex.cam Employes Banelis Gorporalinn
P{ Box 44347
Madison WI 53744-4347

Appendix to fs Summeary Plen Description

Phene: Fax:

Manday - Friday, 8:00 - 5:00 GST 608 831 4790
605 831 845

800 346 2126

©2010 Employea Berelts Gorparation 1983 07H0



Pay less
for your health
and daycare
expenses.

Welcome to Employee Benefits Corporation’s BESTflex®™ Plan Summary Plan Pescription (SPD),

This hooklet provides a full overview of the BESTflex Plan. It covers various aspects of
the plan, from enrollment and reimbursement to the different accounts of the plan and your rights
under applicable federal regulations. We recommend you review this booklet and all documents
that supplement it before enrolling in the BESTflex Plan.
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dependent care expenses. Each time you pay out of pocket for an eligihle
expense, you submit a claim and the BESTflex Plan reimburses you,
The plan ulso lets you pay for your group health premiums on a pre-tax basis.
Becunse the money you elect to place into the BESIlex Plan is deducted from
your paycheck on a pre-tax hasis, you pay less taxes. Apply these tax savingg ta
your health cave nd dayeare expenses, and you pay less for these expenses.

Some additional BESTflex Plan benefits

Quick reimbursement turnaround time: Your reimbursement check ean
be mailed to you or direclly deposited into your bank aceounl.

Compreheunsive aceount information: Our webs site, www.cheflex.com,
offers secure access to your account information with My Account Assistant. You
can also listen to your account information with our Telephone Account Assistant
by dialing 800 346 2126 or 608 831 8445 with a touch-tane phone.

Participant Services Team: Our Participant Services Team is available to
answer your questions by phone at 800 346 2126, Mon. - Fri., 8:00 - 5:00 €8T, or
by e-mail at participantservices@eheflex.com.

Remember, our job is to help you get the most froms your BESTflex Plan.

About Employee Benefits Corporation
Employee Benefits Corporation is 100 percent employee-owned. As owners,
the priority of each team member is to conhibute to the suecess of your plan.
We are not your insurance carrier. We manage your employer’s BEST{lex Plan

The BESTflex Plan and Employee Benefits Gorporation

The BESTftex Plan is an IRS-approved cafeteria plan governed by Internal
Revenue Cade (IRC) Section 125, providing special, tax-free benefits. You
place funds from your paycheck into Flexihle Spending Accounts (FSAs) to
pay for health care expenses not covered hy regutar health insurance and your

and process your eluims associated with the eligible expenses you incur.

Understanding the SPD and Ny Company Plan
This SPD eovers the hasic aspects of the BESTflex Plan. Your employer
may have selected additional BES|lex Plan optiens and features, which are
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explained on a separate appendix to the SPD called My Campany Plan. My
Compauy Plau can include henefits not covered in this document.
Your employer distributes a copy of My Gompany Plan and any documents
specific Lo your plan design during your Open Enrollment Period. Once you
enroll, these doerments and forms specific to your plan design are available
online. You use My Company Plan to help you complete your enrallment and
understand the speeific henefits offered as pat of your company’s plan design.

My Company Plan contains:
A. The plan’s efective date, the date your employer starled is BESTflex Plan
B. Your plan year, the start and end dates of your company’s current BESTfex
Plan and the dates between which you can sormally submit claims
C. Elighility definitions
D. Group Insurance Premiums, the iypes of premiums deducted from your
paycheck on a pre-tax basis
E. The Health Care and Dependert Care FSA contribution limils, the maximum
amount you can eontribute to each account
Plan Amendiments, if any
. Contact infermation for your employer
. Legal Information defining the velationship hetiveen your employer and
Employee Benefils Corporation

T

Enrolting in the BESTflex Plan

Faollment in the BEST{lex Plan lasts for one plan year, usually consisting of
12 calendar months or less.

During a specific period of time prior to the start date of the plen year — called
the Open Enrollment Period — yon determine your elections, the total amount
yor'd like withheld from your pay in the upcoming plan year. A deadline for the
Open Emollment Period is established by your employer.

Your employer can choose one of several emollment methods. Regardless of
the lype your employer chooses, you decide how much of your pay to place in the
acconnts that apply to vou.

Enrollment process
1. Choose the accouni(s) that best fits your needs: the Health Care FSA and/or
the Dependent Care FSA; consult My Company Plan and any aceompanying
documents to determine if other election opportunities are available under
your company’s plan design
2. Multiply the amount you’d like deducted fram your paycheck by the mimber
of paychecks you receive per year to determine your annual election
3. Total the per-paycheck deduction for each ESA to determine the amount
withheld from each payeheck; consult My Company Plin to delermine the
types of Group Insurance Premiums thal will alse be withheld
If you are newly hived and wonld like to enroll in the BESTflex Plan mid-year,
please refer to My Company Plan lor efigihility information.
You must envolt i the BESTlex Plan each year you plan to participate.
Note: Your Plan Start Date may be different than what is listed in My Company
Plan. Please see your IIR Department for more information,

Birect Deposit Avtherization

When you enroll in the BESTflex Plan, you have the option of having Employee
Benelits Corporation deposit yowr reimbursements directly iito younr finaneial
institution checking or savings account. Because you're vesponsible for paying
the reimbursed amount to your provider, Birect Deposit saves you lime and
makes paying providers easier. It also eliminates the possibility of losing a
reimhurseinent check and having to pay a stop-payment fee for a new check.

When you complete your Earollment Form, he sure to inelude your e-mail
address. We'll send vou an e-mail notification of deposit.

To sign wp for Direet Deposit, fill out the appropriate finaueial aceount
informalion during your enrellment.

After you're enrolled
The: amounts you specified an your Enrollment Form ave eredited to your
account(s). Check your pay stub to ensure the withhalding amounts are correet.

The BESTflex®™ Plan Summary Plan Description

You can now hegin submitting elaims.
Reimbursement Forms us well as other fonns and materials that support
your using the BEST{lex Plan are available on our web sile at wwiw.eheflex.com,

Submitting Glaims and Reimbursement
Ingurring expenses and submitting a claim:
1. Complete a BEST{lex Plan Retmbnrsement Form
2. Sign and date the form
3. Copy the form and its supperting inveices, receipts and/or Explanation of
Benefits (EOB), and mail or fax them to Employee Benefits Corporation.

Yeur documentation must include:

- Provider or point-of-sale name

- Services received or ftems purchased

- Date service was received or purchase as made

- Amounl of the expense incurred
Note: The IRS does not recognize previous halance statements, personal checks or
credit card statemenis as valid proof af an expense.
About incurring expenses

An expense is incusved at the poiat of sale, not when the expense is billed or
paid. You may incur expenses within the plan year and have up to 90 days after
the end of the plan year to tequest reimbursenent.

Expenses incurred before your plan effective date are not eligible,
Note: Please review My Company Plan to-verify the monber of days aveiluble for
you to submit claims under your company’s BESTflex Plan.

The Accounts of the BESTflex Plan
There ave three basic accounts that make up the BESTfiex Plan. Please review

My Company Plan for the accounts availahle under your company’s plan design,

There are two very bnportant IRS rules that you must follew i order to

use the BESTHex Plan:

L. You cannot cancel pazticipation i the BEST{lex Plan or ehange the amount
of your payroll withholding diwing the plan year ualess eerlain events oceur

2. You must use all of the money in each of your F8As by the end of the plan
year or Grace Peviod. Any amount left over cannot be rehomed 1o you or
cartied over to the next plan year; funds remaining in your FSA must he
veturned to your employer, This is an TRS rule.

1. Group Insurance Premiom Payments

Your employer already withholds noney to pay for your medical or other group
insurance premiums. With the BESTflex Plan, this withholding becomes an
automatic, pre-tax deduction.

2. Health Care Flexihle Spending Aceount (FSA}

The Health Care FSA is a heulth and welfare henefit plan govemed by TRC
105 and 125. You use your Health Care FSA for sut-of-pocket medical, vision,
and dental expenses Lha are not eovered by anather health plan and that are
incured by you, your spouse, ar your dependent(s) as defined in IRC 152 or your
child(ren} as defined in IRC 152(f)(1) who has not attained age 27 as of the end
of the calendar year. Yo decide how much pre-tax money to put inte this FSA,

This F3A is not available if you or your spouse participate in a Health
Savings Account (HSA),

Annual elections

Your anmual election amownt is the tolal of your election amount per paveheek
multiphied hy the number of payehecks in your plan year. Your employer
withhelds your elestion amount per paycheck from each paycheck. When
appropriate, your employer sends that withbiolding to Employee Benefits
Corpiwation to be deposited into your aceount.

Ftimate the total amount you want withheld during the plan year carefully,
The IRS prohibits retuming unused dollars to you. Careful planning can
mnimize having to rehnn finds to the plan or having money lefl in the plan at
plan vear end.

Using the aceount

You can spend money from your Health Care FSA anytime duing the plan

year, whether the money has already been withheld from your paycheck or not.
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So, a large expense incurred early in the plan year can be reimbursed soon afier
you incur it, ansd the balance is then withheld from your paycheeks throughout
the plan year.
Note: IRC Section 213 defines expenses for “medical care” as amounts paid for
“the diagneosts, cure, mitigalion, treabinent, or prevention of discese, or for the
purpose of affecting any siructure or function of the body.” Employee Benefits
Corporation reimburses vou for all eligible expenses as defined within the
purameters of the regulations,
Orthodontia

Special rules exist regarding orthodontia reimhursement. Lump sum payments
are only eligible when no other payment method is available. Your payment of the
lump sum amount must be shown on the invoice.

I'a payment plan arrangement is available, reimbursement will be based on
the terms of the payment plan.
Over-The-Counter Drugs and Medicines

Over-the-counter drugs and medicines are only eligible with a preseription
from your physician.

3. The Dependent Care Flexibie Spending Accaunt (FSA)

The Dependent Care FSA is a tax-free henefit plan goveried hy IRC Sections
129 and 125. You use your Dependent Cave FSA for daycare expenses incurred
for the eave of your child(ren) or ather eligible dependents. You (and your spouse,
if you are married) must work or be a full-time student to use this account,
Anmnal electious

As with the Healih Care FSA, you decide how wuch pre-tax money per
paycheck to place into this account. Your employer withholds that election
amount from each payeheck and it is deposited into your sccount.

We reimburse you from this account.

Using the account

The Dependent Care KSA diflers from the Health Care FSA in that you ean
only he veimbursed for the amount of s incurred expense that is available in
your aceount when you request reimbarsement, Your curreni balance is the
maximum reimbursenent you can receive.

H you pay for daycare expenses and send in your Reimburserent Form in
advance, you are not paid until afier the daycare serviee has heen provided.

You should carefully estimate the tofal amount of pre-lax money you want
withtheld for the plan year. TRS rules prohibit returning funds remaining in the
account to you once the plan year ends.

Note: You cannot apply the Federal Tax Credit for dependent eare expenses to the
amound you spend in this accotent.
Using TRS Form 2441

You are required to report both your federal tax credit and the BESTfex Plan
dependent care pre-tax expenses, whichever applies, on IRS Form 2441. Tt is
an attachment to your federal ineome tax return and you ate required 1o list the
name, address and 1ax identifieation number of your dayeare provider. Contact
Employee Benefits Corporation or your accountant if you have questions.

Noie: Expenses for deyeare services from cenlers having more than six individuals

can- only be reimbursed 1f the center complies with all siate and local rules.

Expenses ELEGIBLE for reimbursement in the Dependent Care FSA:

A. Charges for daycare services outside your home for a “qualifying child”
who is under the age of 13 and who depends on you (and your spouse, if yon
are marvied) for at least half of histher support, does not have histher swn
dependents, and is not a “qualifying child” of any other txpayer during the year

B. Chauges for care outside of your home for your spouse, dependent adult or
child who is mentally or physically incapable of earing for himself or herself
and has the same principal place of ahotle; the spouse or dependent mast
spend at least B hours of each day in your house

C. You may be reimbussed for expenses to pravide care to the individual(s)
deseribed above in your home if the services are, at least in part, so you {and
your spouse, if you are married) may work; the expenses include wages paid
to the service provider, hut not expenses such as fead or elothing

Expenses INELIGIBEE for reimbnrsement in the Dependent Care FSA:

A. Schuoling (Preschool is generally not schooling)

B. Ovemight camps

€. Health eare expenses

D. Services provided by a person whom you or your spouse conld claim as a
deduction on yous fax return or any of your children who are under age 19

E. Meals, supplies and materials

The Dependeni Care FSA liits spending to a $5,000 maximm for
married and head-of-household filers or $2,500 for those who are
married and filing separately.

In general, if you file your income laxes as “single, head of household” or
“martied, filing jointly,” you may be reimbwsed for up to $5,000 per calendar
year for dependent care expenses. If you ave maried and file a separate retum,
you may claim up to $2,500. However, you may not he veimhursed far more than
the following amounts:

A, Ifyou are single, your reimbuwrsahle limit is your net taxable pay (afier all
salary reductions for the BEST{lex Plan and auy other plans) for the year in
which the expenses are incurred

B. Il'you are married and your spouse works, your reimbarsable limit {5 the
fesser of your net taxable pay or your spouse’s laxable pay lor the year in
which the expenses are ineurred

C. If you are maied and your spouse is either a full-time student or is
physically or mentally incapable of caring for himself or herself, your
reimbursement limit is:

1. $250 in any one month if you have only one dependent
2. $500 in any ene month if you have mere than one dependent

Frequently Asked Questions
How do I file a claim for reimbursement?

After the plan year hegins, you may file a claim using a BESTflex Plan
Reimbursement Form. You can download forms from www.ebeflex.com. After
completing the form, attach its supporting invoices, reeeipts and/or Explanation
of Benefits (E0B), and mail or fax them to Employee Benefits Corpovation,

The supporting documentation must inchede the provider or point-of-
sale name, the deseription of the services received ar items purchased, the date
service was received or purchase was maie, and the amount of the expense,

Gan | pick and choese the aceounts in which I'd like te participate?

Yeu can choose to parlicipate in any of the BESTTlex Plan aceounts available
under your employer's plan design, as long as you me eligible 1o parficipate in
each account.

Gan | decide not to use the BESTHex Plan at ail?
Yes. If you decline participation, you will not be able to enroll in the BESTllex
Plan until the following plan year unless you experience a qualifying event,

Can | cancel or change my Group Premium or FSA election?

You eannot cancel or change these amaunts during the plan year unless yon
cxperience a qualifying evenl. Please see “Events for Which You May Change
Your Eneollment Elections™ on page four for more informatian,

Gan | transfer funds between different BEST#Hex Plan accounts?
No. Unused funds are not transferable,

What kappens if | don’t use all of the money in my accounts by the
endl of the plan year?

The IKS requires that any money you do not use he retumed 1o your employer.
B cannot he returned to you or carried over to the next plan year. Your employer
ofien uses the money 1o pay for the cost of administering the BESTflex Plan.

If, near the end of the plan year, you have not spent all of the money in your
accounts, you should laok for other eligible expenses, on which you can spend
the unspent partion. For exaniple, any money left in your Health Care FSA could
he used for 2 pair of prescription eye glasses ar contact lens solution.

Note: While oll expenses must be incurred during the plon year, you have @ 90-duy
period afier the plan year ends 1o request reimbursement for those expenses. Please
review My Company Plan to verify the mumber of days avatlable for you to submit
claims under your companys BESTflex Plan.
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Gan | spand the meney in my FSAs anytime during the plan year?

The rules for the Health Care FSA ave different than those for the Dependent
Care FSA. The IRS allows you io spend the entire annual amount that you
pul into the Health Care FSA al any lime during the plan year. You could, for
example, get reimbursed for an expense equaling your annual contbution in
the first month of the plan year, even though most of the money has not yet
heen withheld.

The Dependent Care FSA 1s different. You may use the money in this aceount
ouly afier it has been withheld from your paycleck and the dependent care
expense has been incwred.

Witat if my empleyment is terminated or | fose eligihility for the BESTflex
Plan during the plan year?

For ihe Health Care FSA: If your emaployment is terminated or you lose
eligibility, you ean only submit claims for expenses ineurred prior te your
termination date.

You have the standard 90-day rmunout period t submit claims afler your
termination date. Please veview My Company Plan to verify the mumber of days
available for you to submit claims nider your company’s BESTHlex Plan,

To receive refmhursement for expenses incured sfter your termination date,
you must elect Consolidated Omnibus Budget Reconciliation Act of 1985
{COBRA} contimeation, which may require after-tax contributions to the plan.

For mid-plan year rehires or other questions, please contact your Human
Resource Bepmtment or Employee Benefits Corporation.

For the Dependent Cave FSA: 1f you terminate or lose eligibility, the
contributions to your plax stop. You can continue to submit eligible expenses
for dayeare through the end of the plan year; however, you cannot contribute
additional dollars afier your lermination date.

Note: The Grace Period does nol apply fo participants who terminate or lose
eligibility hefore the end of the plan year.

Dependent and Child Definitions

Federal baw requires group health plans that offer dependent coverage Lo make
coverage available to children of 2 covered employee until age 26, Defining
wha constitutes a “dependent” or “child” varies. The section belaw explains the
differences and how a particular defimition can affect your #ESTflex Plan,

Dependent Definitions for Health Plans

A “dependent” is someone who can have tax-favorable coverage undex a health
plan {including a Health Care FSA), and is defined as either a “qualifying child”
or a “qualifying relative” as described helow.

A “gualifying ¢hil# is someone who:

A. Isachild of the taxpayer (or a descendent of such g ehild), brother, sister,
stepbrather or stepsister of the taxpayer, or a descendent of any such relutive;

B. Is not yet 19 or is a student who is not yet 24 by the end of that year or is
permanently and totally disabled at any time during the year;

Note: A student for this purpose must be @ fill-time student for at least five
cilendar months during the year.

C. Has nol provided more than half of hisfher own support in that yem; and

D. Has the same principal place of ebode as the taxpayer for more than half of
the relevant calendar year,

Note: A child supported by o parent who lives with another relative (an eunt), is no

longer o dependent of the taxpayer but could be o dependent of the relative,
Temporary absences due to illness, educaiton, military service, and stmilor

Sactors do not result in loss of residency with the inxpayer. A child atending
eollege awvay from home could have the same principal abode as the texpayer

A “quadifying relative” is someone whoe:

A. Tsa child of the taxpayer {or a descendent of such a child}, brothes, sister,
stephrother, stepsister, father, mother (or ancestor), stepmother, stepfather,
niece, nephes, aunt, uncle, in-law (father-in-law, mother-in-law, sister-in-Jaw,
brother-in-law, son-in-law, or daughier-in-Jaw) or who (other than a spouse)
has the same principal place of abode as the iaxpayer and is a member of his/
her hauschold (unless the relationship violates local law);

The BESTilex™ Plan Summary Plan Description

B. Receives half or more of histher support in the year from the taxpayer; and
(. Isnot a “quatifying child” of any taxpayer in the year.

Child Definitions for Health Plans

A “child” is someone who:

A. s a son, daughter, stepson ov siepdaughter of the taxpayer;
B. Is an eligible foster child of the taxpayer, or;

C. Is a legally adopted child of the taxpayer.

Dependent Gare FSA
The definition of a “qualifying individual” for purposes of 2 Dependent Care

F54 is deseribed helaw.

A “qualitying individual® is someone who:

A. Has not attained age 13 and is 2 “qualifying child,” as defined ahove, for
purposes of health plans, and
1. Does not have hisfher own dependents, and
2. s not a “qualifying child” of any other taxpayer during the year

B. lsa dependent who is physically o mentally ineapable of earing for himself
or hexself and who has the same principal place of abade as the taxpayer for
move than half the vear {imless the relationship violates local law); or

C. Is the spouse, is physically ar mentally incapable of earing for himself or
herself and has the same principal place of abede as the taxpayer for mere
than half the vear (unless the relationship violates local law),

Gitizens or Nationals of Other Countries

An individual can be a dependeni only if he or she is a G.S, eitizen, a U.S.
national, a 1.5, zesident or a resident of a country eontiguous with the 1.8, That
rule does not apply te an adopted child of a U.S. citizen or U.S. national, if the
child has the same principal plaee of abode as the taxpayer and is a member of
the taxpayer’s household.

Bependents in Gases of Divorce

Special rules apply to determine what parent has a dependent ehild in the case
of divoree, legal separation or the parents living apart. In general, the enstodial
parent is the parent with whem the child resided for the longest period of time or
the greatest number of nights during the year.

Health Gare FSA
For puposes of the Health Care FSA, the custodial parent with the right to

the tax exemption may claim the child as a dependent if certair requirements

are met.

In the ease of the Health Care FSA, it can be the nou-custodial parent if

four requirentents ave met:

1. Parents are divorced, legally separated under a decree of divorce or separale
maintenanee, legally separated under a written agrecment or have lived apart
at all times during the last six months of the calendar year

2. Over half the child’s support daring the yesr comes [rom ene or both parents

3. The child is in the custody of one ar hoth pavents for over hall of the year

4, The child is & “qualifying child” or “qualifying relative” of onc of the parents

Dependent Care FSA

For puvposes of the Dependent Care FSA, the custodial parent with whom the
child resided for the greatest nunher of nights may use this benefit. If the child
resided with hoth pavents for the same number of nights, the parent with the
highest adjusted gross income may use this benefit,

Events for Which You May Change Your Enroliment Elections
Qualifying events are specific events that, when they oceur, allow you to legally
change your BEST{lex Plan elections. You ean also alier how your plan works if
you take a leave of absence from work or take a military leave,
The IRS may allow you to change the amounts you set aside in your F3As
during the vear, hut only in the case of certain events. If ane of the following
events applies to you, infonr your employer as soon as possible.
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Changes to the plan must be made within 30 days of the event - 60 days

tor Children’s Health Inswrance Program (CHIP) events — and can only he

made for a future date.

A. Change In Status Event results in you, your spouse, or your depenlent
gaining or losing coverage under the BESTflex Plan or a plan of your spouse’s
employer, and leads to an election change that corresponds with that gain or
loss of coverage. There ave two steps used to determine whether a chenge is
permissible, First, a qualifying evenl must occur. Second, there must be a
gain or loss of eligibility under the plan due to the event,

‘This category of events applies to all types of coverage under the plan.

The following events are changes in status:

1. Marital siatus - events that ehange your legal mariial status, including
marriage, death of a spouse, divoree, legal separation or annulment

2. Number of dependents - events that change the number of yoor
dependent(s) for tax purposes, inluding birth, death or adoption

3. Employment statns - events that include a termination pr
commencement of employment, a change in the number of houss warked,
a strike or lockout, a switch between par-time and full-time or vice verza,
a work site change, or the heginning or end of an unpaid leave of ahsence
by you, your spouse, or your dependent(s)

a. Employees terminated and rehived within 30 days are not considered
lo have experienced a qualifying event; therelore, any employee
relired within 30 days is reinsiated at their prior annual elections

. Employees tenminated and rehived after 30 days are not allowed to
participate in the Reimbiwrsement Aceounts until the next plan year

¢. Employees beginning or ending an unpaid leave may only change
elections if the leave conses a gain or loss of eligibility for the plan

For example, an employee envolls in the Health Care FSA ofter meeling

eligibility requirements. During the plan year, the employee’s howrs are

reduced below the mrinimum required to nuirtain eligibility. A change
could be allowed since the chunge in stelus cawsed o change in eligibility
Jor the Lenefir,

4. Dependent eligibility - events that cause your dependent to satisfy or
cease to satisfy the requirements for coverage due to attainment of age,
student status, or similar circumstances provided in the plan covering you

5. Residence - events thal cause a change in your, your spouse’s, or your
dependent’s place of residence and result in the gain ot loss of eligibikily
under the plan; docs not apply to the Health Care FSA

B. HIPAA Special Enrollment Event resulis in an election change
corresponding with the special enrollment rights provided under the Health
Insuranee Poniability and Aceountahbility Act of 1996 (HIPAA) 1o individuals
who lose other health insurance coverage or become the spanse or dependent
of an employee through birth, mariage or adoptions. This applies only to
health plaus that are subject to HIPAA,

€. Court Order Event resulis in your eleetion change eorrespondimg to a
cowt order regarding health coverage of your child. This event only applies
to health, denial, and vision Insurance or the Health Cave FSA, You must he
able to show that other coverage exists before you can drop eoverage.

D. Entitlement to Medicare or Medieaid Event results in enrollment by
you, your spouse, or your dependent allowing a decrease or caneellation of
health coverage under the plan. Losing entitlement of Medicave or Medicaid
may allow you, your spouse, or your dependent te increase or enroll in health
caverage under the plan and applies only to health plans suliject 1o HIPAA,

E. Change in Cost Event results when a provider under Group Insurance
Premiums or the Dependent Cave FSA increases or deereases the cost of
coverage and your insurance premium paymenls automatically merease ov
decrease by the coresponding amount us a result, If yau are emolled in the
Degpendent Care FSA, you must submit a Qualifying Fvent Election Change
Form, If the provider changes rales but is a relalive, election changes cannot
he made during the plan year. This event does not apply to the Health Care
FSA,

¥, Addition or Elimination of a Benefit Opiton results if the employer
offers or ceases to offer a benelil package option. Participants may elect 1o
add or revoke their election wilh respect to only that henefit. If there is an

end of coverage, a parlicipant may elect alternative coverage but may not
revoke their election. This event does not apply to the Health Care F3A,

&. Change in Coverage Under Any Employer’s Plan results when the
employee’s, spouse’s, or the dependent’s emplayer increases coverage,
decreases coverage, or ceases coverage. This event allows parlicipants to
make or revoke an election change wnder the plan, Changes corresponding to
new ar waived elections can also he made during open enrollment under the
ather employer's plan. This event does not apply to the Health Care FSA,

H. COBRA Events: Participants may increase their pre-tax contributions
under the employer’s ptan lor coverage il  COBRA event occurs with respect
to the employee, the employee’s spouse, or the employee’s dependent. Plans
must be covered by COBRA or similar state eontinuation rles for these
events to apply. The individual covered by COBRA amst still qualify as a tax
dependent of the employee to allow for pre-tax treatment of contibutions,

L Loss of Other Coverage Under A Governmental or Educational
Institution Plan: Participants may make new elections under a health plan
if you, your spouse, or your dependent lose coverage under a governmental or
tnstitutional plan. This event does not apply to the Health Care FSA.

I HSA Contributions: You may star, slop, increase or decrease your HSA
contributions at any time duriag the plan year, as long as the eleclion change
is prospective (i.c., afier the request for the change is received). All changes
hecome effective on the first of the month.

K. Children’s Health Insmrance Program (CHIP): You may make a new
eleetion if you andfor your dependent ave envolled mnder CHIP and lose
eligihility for that coverage due to medieal eligibility or you and/ar your
dependent beeome eligihle for premium assistance under CHIP or Medicaid.

Gontributions During Unpaid Family, Medical or Military Leave
If you are on unpaid leave under the federal Family and Medical Leave Act of
1993, but you elect to continue participation in Group Insurance premiums ar
the Health Care FSA of the BESTflex Plan, vour employer may obtain your plan
contributions for the leave period by having you either;
A Prepay them, with your penmission, from your last paychecks before the leave
(on a pre-tax basis)
B. Pay as you go from your other finaneial resources (on an afier-tax hasts)
C. Pay them when you return from leave {on & pre-tax hasis)
Your employer automatically deducts missed paymenis on retum from leave,

Military Leave

1 you leave work for miliiary duty in the Uniformed Services, you have certain
tights under this plan, Generally, you may be allowed to revoke or continue
participation in the Plan {assunting you make your share of the contributions).
Also, you have the right to be reinstated in the Plan when you retum from
your serviee, i you go on military duly, plesse see your Emplayer for mere
information regarding your rights under the Uniformed Services Employment and
Reemployment Rights Act (USERRA).

Please contact your Himan Resource Department if you have questions,

How the BESTilex Plan Affects Taxes and Insurance
How the Plan Affects Sacial Securily Benefits

The BESTflex Plan generally reduces the amount of your wages used by
the Social Security Adminisiration to caleulate your social security henefit,
Consequently, your social secunily relirement or disability income may he less
than it would have heen had you not participated in the BESTflex Plan. For this
Teason, You may want to inerease your relirement savings to offset the potential
loss of soeial security henefits. I you are coneerned, discuss it with your local
Sozial Security Adminislration office or your tax adviser.

How the BESTflex Plan affects your tax return

When you receive your W-2 form al the end of the year, the gross amount of
your income shown on the form is your gross income minus the amount withheld
by your employer under the BESTflex Plan. This is the amount you use for gross
ineome when you fill ot your tax reharn. Yous income tax is lower because it is
based on a smaller gross ingome.
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How the BESTilex Plan affecis Insurance payments or benefits

Any payments or benefits that you ave entitled to receive from an insurance
company, HMO or other provider of benefits are govemed by the provider and not
by Uhis plan.

Operation of the BESTflex Plan
The BESTflex Plan Administeator is your employer. Your employer has fulf and
complete authority, responsibility, discretion, and control over the management,
administration, and operation of the BESTflex plan. This includes, but is not
Timited to:
L. Formulating, adopting, issuing, and applying procedures, rules and changes
2. Aliering or amending sueh procedures and rules in aceardance with the law
3. Construing and applying the provisions of the plan
4. Making appropiiate determinations eoneerning eligihility for benefits
Subject to your rights, explained in the Statement of ERISA Rights on this
page of the booklet, your employer’s determinations shall be final, conclusive and
hinding on all patties.

Funding

The plan is funded by contributions that you elect to make from compensation
received from your employer. Your employer may decide to make contibutions as
well. Please consult My Company Plan for defails specific to your plan design.

HEART Act Distributions
The Heroes Earnings and Relief Tax Act of 2008 {HEART Aet) allows

certain Health Care FSA Participants, known as Qualified Reservists, to elect a

distribution of unused amounts from their Health Care FSA,

Qualified Reservists may receive a Qualified Reservist Distibution from the
balanee of the Health Care FSA if:

1. You are a member of a reserve compenent {as defined in 37 US. C. § 101)
who is ordererl or called to duty for a periad of' 180 days or more or for zn
indefinite period; and

2. The reruest for distribution is made during the period heginming with the
order or call to active duty and ending on the last day of the plan year (or
grace period if applicable) in which the oder or call to active duty oceurred.

The amount of the distribution from the Health Care FSA will be calenlated
by subtracting the amount reimbursed from the amount contributed through
your salary reductions. You may only elect to receive a Quabified Reservist

Dislribution once per plan year. Furlber, your righl 1o submil claims for the

Health Care FSA terminatces following the distribution.

Notiee of Benials and Appeals

All elaims and required documentation must be submitied ne Jater than 90
days after the end of the plan year o your termination from employment, Please
revicw My Company Plan Lo verily the number of days available for you la submil
clatms under your enmpany’s BEST{lex Plan. Initial claims will be deciderd no
later than 30 days from receipl of the claim.

If, for reasons heyond the control of Employee Benefits Corporation, the claim
ganmot he decided within this 30-day peried, Employee Benefits Corporation has
an additional 15 days to review the elaim, as long as you ave notified of the delay
within the original 30-day window.

I your elaim is denied, you will receive a written notice citing the speeific
reasous for the denial and the plan provisions en which it is based. You arc also
provided wilh a descriplion of any additional decuments or material you might
need to complete an incomplete claim.

Failure to properly substantiate a claim, follow reimbursement procedures for
the plan or requesting reimbursement for an ineligible expense may result in
claim denial or offset agamst futore reimbursements.

M your claim has been denied for any reason, you have 180 days to submit
a written appeal, detailing why you feel your claim should have heen paid,
to Employee Benefits Corporation. You may also provide any additional
documentation you feel is relevant. Your appeal is decided by someone other
than the ndividual, or a subordinate of the individual, whe made the initial
determination of your claim,

The BESTHlex™ Plan Summary Plan Descriplion

Employee Benefits Corporation provides you with notice of any information
and docwments that may be relevant to the appeal of your elaim. Your appeal is
deeided 1o later than 60 days from the zeceipt of the appeal.

If your appeul is denied, you will receive a writien notification of the “adverse
benefit determination on review” with the reason(s) for the denial and the plan
provisions on which it is based.

If the appeal denial is hased on any internal rule, giideline, protocol or other
eriterion, this rule, guideline, etc., is provided to you, free of charge, upon your
request. You may obtein from Employee Benefits Corporation any relevant
information regarding your claim. You may also have the right to sue in federal
court under ERISA (Employee Retirement Income Security Act of 1974).

The claims and appeals process will be applied in a manmer that complies
with all applicable laws and regulations, including regulations ander the Patient
Protection and Affordable Care Aet (FPACA) of 2010.

COBRA and the BESTflex Plan

If your employer normally has at least 20 employees and is not a governmental
enlity or a church-controlled entity, COBRA may apply to your Health Care
F5A. It COBIA applies and you, your spouse, or your dependent lose coverage
due 1o a qualifying event, then you, your spouse, or your dependent may elect
to continue coverage, subject 1o the limitations described in the seetion entitled
“COBRA Continuation Coverage is temporary,”

GOBRA Continuation Goverage

COBRA cantinuation coverage i3 a continuation of Health Care FSA
coverage when coverage would otherwise end because of a life event known
as a “qualifying event.” Specifie qualifying events are listed later in this
notice. COBRA continuation coverage must he offered to each person wha is a
“qualified beneficiary.” Qualified Beneficiaries (Bs) are individuals who have
the same rights as aetive employees on the group health plan, QBs arc generally
employees, employees’ spouses and employees” dependents, who were covererd
by the group heslth plan on the day prior to a COBRA qualifying event. (Bs
are also children who are born or adopted by the covered emplayee during the
COBRA continuation perind, These children must be added to the plan within 30
days of their birth or adoption. The newborn or adopted child will remain covered
only for the period of time the other family members continue to he covered.

1fyou are an employee covered by your employer’s Health Care FSA, you will
become a qualified beneficiary if you fose coverage under the FSA due to one of
the following qualifying evenls and were covered the day prior Lo the event:

A, Your howrs of employment ave reduced, causing you ko no longer be cligible
for the Health Ceare FSA or your premium 10 inerease for the same plan; or

B. Your employment ends {or any reason other than your gross miseonduet,

1 you are the spouse of an emplayee who is covered by hisfher employer’s
Health Care FSA, vou will hecome a qualified beneficiary if yon lose your
coverage under the FSA because of any of the following qualifying events and
were covered the day prier to the eveni:

A. Your spouse dies;

B. Your spouse’s hours of employmeni arc reduced, causing you to no lenger be
eligible for the same group health plan(s) or your premium to increase for the
smne group health plan(s);

C. Your spouse’s emplayment ends for any reasen other than histher gross
misconduct;

B. Your spouse hecomes errolled on Medicave Part A, Part B or both, or

E. You become divorced or legally separated from your spoise.

If an employee drops hisfher spouse from eoverage in anticipation of divorce
or other qualifying event hefore it actually happens, the ex-spouse must still be
provided with COBRA natification. When the divoree or other qualifying event
hecomes final, the emplayer must he natified so the notilication can be sent.

Your dependent children will become qualified beneficiaries if they will lose
coverage under the plan as a result of any of the following qualifying events and
were covered under the plan the day prior to the event:

A. The parent-employee dies
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B. The parent-employee’s hours are reduced, causing the child to no longer be
eligible for the same grovp health plan(s) or the child’s premiwm to increase
for the same group health plan(s)

€. The parenl-employee’s employment ends [or sny reason other han hisfher

gross misconduct

. The parent-employee becomes enrolled in Medicaze Part A, Part B or both

. The parents hecome divorced or legally separated; or

The child stops being eligible for the coverage under the plan as a
“dependent child.”

el v

COBRA Continuation Eoverage is temparary

(enerally, COBRA continuation coverage under your employer’s Health Care
FSA will only be available, if at all, until the end of the plan year in which
a qualifying event oceurs. This is because an exception under federal law
that limits COBRA continuation coverage for most Health Care FSAs. If this
exception applies and you have overspent your FSA aceount when a qualifying
evertl ovours, your employer is nol 1equired Lo offer you COBRA conlinuation
coverage for your Health Care FSA.

You have “overspent” your Health Care FSA if the amount that remains in your

FS5A is less than the COBRA premiwn amount that yowr employer can charge
you for your continuer Health Care FSA coverage. You will onfy be offered
COBRA coniinuation coverage that lasis through the end of the plan year if
you have not overspent your Health Care FSA on the date the qualifying
event occurs,

COBRA continuation rules regarding maxirum continuation coverage periods
of 18 months or 36 months (depending on the qualifying event) will nol be
applicable. COBRA continuation rules regartling second qualifying events,
which ean extend these coverage periods, will also generally not he applicable.

Netitication of gualifying evenis and paying for COBRA

COBRA continuation coverage will be offered to qualified benefieiaries only
afler your employer has heen notified tha a qualifying event has ocewrred.
When the qualifying event is the end of employment or a reduction in hows of
employment, the death of the employee, or entollment of Medicare (Part A, Part
B ar both, your employer must notify you, your spouse, and dependent(s) of the
qualifying event:

A. Within 30 days of any of these events; or

B. Within 30 days following the date on which coverage ends

For all other listed qualifying cvents, you must notify your employer within 60
dlays afler the qualifying event oceurs. Failure to notify your employer may result
in Health Carc FSA continuation eoverage heing wnavailable,

Once your croployer receives notice that a qualifving event has ocenrred,
COBRA continuation coverage will be offered to the qualified heneficiaries. For
each qualified beneficiary who elects COBRA continuation coverage, COBRA
continuation coverage will begin;

A, Ou the date of the qualifying event; or
B. On the date the group health plan coverage would otherwise have been lost.

COBRA notices will be senl 1o the employee’s last known addyess. Under the
regulations, you have 60 days from the later of:

A. The dule you would lose coverage due te one of the ahove listed qualifying
cvents; or

B. The date the COBRA election notice is provided to notify your employer that
you want to continue coverage.

{Qualified beneficiaries that are incapacitated or die may have the legal
representative, the estate or spouse make the election. Flections are considered
received on the date that they are mailed. The postmark on the envelope will
be used as verification. If you do not ehoose contimuation eoverage on a tinwely
basis (within 60 days}, you will not be able to enroll in the Health Caze FSA
continuation plan.

T you cheose continuation eoverage, your employer is required Lo give you
coverage Lhal, al Lhe Lime il is being provided, is identical to the coverage perind
under the plan to similarly siluated employees or lamily members. If yous
employer were to change its Health Care FSA in any way, your confinzation
coverage would also reflect the new changes.

Each qualified beneficiary in a family may make separate, independent
elections. A separate eleclion simply means that femily members ean pick
and choose coverage they wish to continue. COBRA regulations do not allow
multiple plaus to be continued under the same coverage, An example of what
is not allowed would be taking two single health policies instead of the QB &
Spouse or Family health plan. The covered employee or spouse may elect for all
dependents.

Under the regulations, you may have to pay all or part of the premium for your
continuation coverage. The initial premium payment has a grace peried of 45
days from the date of the COBRA contixmation coverage election. Coverage will
not be reinstated until payment has been made. Premiums are acnnally due on
the first of the month and will he stated in your COBRA notification. There is a
grace period of at least 30 days for payment of the regularly scheduled premium.
Payment is considered made on the day it was mailed. Verification will he the
postmark date on the envelope.

Under federal regulations, the employer can charge the COBRA continuation
patticipants up io 102% of the premium to help offset the administration costs.
Participants who have made separate elections during the disahility extension
can ouly be charged up to 1029 of the. premium.

The BESTflex Plan and ERISA

As a participant in the BESTflex Plan, you have certain rights and protections
under the Employee Retirement Income Security Act of 1974 (ERISA).

Statement of ERISA Rights
ERISA provides that all pariicipants are entitled to:

A. Examine, without charge, all documents of the BESTflex Plan and eopies of
all documents filed by the BESTflex Plan with the U.S. Department of Labar,
such as anmal reports and Plan deseriptions

B. Obtain copies of all documents of the BESTflex Plan and other information
regarding the BESTflex Plan upon writlen request; there is a reasonable
charge for copies

C. Receive a summary of the BESTflex Plan’s anmual financial report

In addition to ereating certain rights for participants, ERISA imposes duties
upon those 1esp0n51ble for the operation of the BEST{lex Plan. The people who
operate your BESTflex Plan, called fiduciaries of the BEST#ex Plan, have a dugy
to do so prudently and in the interest of you and other BESTflex Plan participants
and Leneficiaries. No one may fire you or otherwise discriminale against you in
any way to prevent you from ebtaining 2 benefit or exercising your rights under

ERISA. ¥ your claim flor a benefil under the BESTYlex Plan is denied in whole or

In part, You must receive a written explanation of the reason for the denial. You

have the right to have your employer review and reconsider your ¢laim.

Enforcement of ERISA
Under ERISA, there are steps you can lake to enforce the above rights:

A. I you request materials from the BEST!lex Plan and da nol receive them
within 30 days, you may file suit in federal court. In such case, the courl may
require your employer to provide the materials and pay you up to $110 & day
until you receive the materials, unless the materials were not sent heeause of
reasons heyond the employer’s control

B. If you have a claim of benefits that is denied or ignored in whole or in part,
you may file suit in a state or federal eourt

C. If you are discriminated against {or asserting your rights, you may seek
assistunce from the U.S. Department of Labar or you may fife suit in federal
court. The cowr? will decide who shouid pay costs and legal fees. If you are
successful, the court may arder the perssn you have sued o pay these costs
and fees. If you lose (for example, if your claim is found frivolous) the court
may oxder you to pay these costs and fees.

H you have any questions ahout the BESTflex Plan, contact your employer

or Employee Benefits Corporation. If you have any questions ahant this

Summary Plan Deseription or abaut your rights under ERISA, you shouid

contact the neareat office of the Emplovee Benefits Security Administation,

U.S. Department of Eahor, listed in your telephone directory, or the Division

of Technical Assistance and Inquiries, Employee Benefils Security
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Administration, U.S. Department of Laher, 200 Constitution Avenue N.W.,,
Washington, D.C. 20210.

If your plan is not snbject to ERISA, the statement of ERISA Rights is
not applicable.

HIPAA and Privacy
Summary of Privasy Practices

Please refer to the complete Privacy Notice provided by your employer for a
complete deseription of privacy practices.

Protected Heaith Information

Whenever a health provider treats you, protected health information (PHI)
is created. Health information may be wrillen {medical billings), spaken
{physicians discnssing x-rays), or electronie (hiling information on a computer).

How Employee Benefits Gorporation uses PHI

The most common use of PHI by Fmployee Benefits Corporation is for the
payment of claims. Tnformation received with your reimhursement request
ineludes a third-party provider statement. The information en the statement is
used to verify the dale the service was provided, the type of service provided, the
name of the provider, and the charges for the service. This information is used
only for claims payment purposes.

Prolecting your PHI is very imporlant o Employee Benefils Corporalion. Asa

participant in our benefit plans, you are trusling us with your private information.

Be assured that this information will be kept confidential.

Pre-existing Gandition Limitations
The BESTlex Plan does not contain any pre-existing condition limitations.

Portahility
The Health Care FSA may not e subject to HIPAA's partability, Certificate

of Credible Coverage requirement, nondiscrimination rules and full CGBRA

continuation beyond the end of the plan year if the following conditions are met:

A. Maximmm Benefit Condition. The maximum benefit under the Health
Care FSA cannot exceed two times the employes’s saliry reduction election
for the Health Care FSA benefits for the year o, if greater, the amount of the
employee’s salary reduction election for the year plus 3500, and

8. Availability Condition. Employees must kave other coverage availuble
under a group health plan of the employer and the other coverage cannot he
limited to excepted henefits under HIPAA,

Questions or Concerns

Please contact your employer’s privacy officer. You may also comtact Emplayee
Benefits Corporation’s Dizector of Compliance 800 346 2126.
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Termination and More Information
Assignment of Benefits

You cannot assign your plan benefits to anyone else. The plan will not
reimburse anyone other than you or your estate for coverad expenses,

Keep Yoar Plan informed of Shanges

In arder to protect you and your family’s rights, you should keep your employer
informed of any changes in aduress, mavital status, or a childs status as a
dependent under the group health plan’s policy.

Termination of the BESTilex Plan
Your employer reserves the right to medify or terminate the BESTflex Plan any
time. You will be advised of any such change.

The Gomplete Plan Document

This is a sununaxy deseription of the BESTflex Plan. The complete Plan
Dacument is available from your employer. (If there is any inconsistency between
this summary description and the Plan Document, the Plan Document is the most
accurate resonrec.)

Gontact Employee Benefits Corporatien
Contact Employee Benefits Corporation if you have any questions about your
BESTflex Plan.

By Phone:

Monday - Friday, 8:00 - 5:00 CST
Local: 608 831 8445

Toll Free: 800 346 2126

By Fax:
608 831 4790

By E-mail:
participantserviees@chellex.com
By US Mail: On the weh: www.cheflex.com
Employee Benefits Corporation
PO, Bax M347

Madison, W1 53744-4347
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